[bookmark: _GoBack]SONS OF NORWAY - DISTRICT SIX - CAMP TROLLFJELL

CAMP STAFF - HEALTH HISTORY FORM


Name: _____________________________ Position:____________________ Birth Date __________ M__ F__ Address: _______________________________________ City _____________________ State ____Zip______
Phone #: Home: _____________________ Cell #: _________________________

 EMERGENCY Contact #1				EMERGENCY Contact #2
Name:  _____________________________________	Name:  ____________________________________
Relationship: ________________________________	Relationship: ________________________________
Address: ___________________________________	Address: ___________________________________
Phone:_____________________________________	Phone:_____________________________________


EMERGENCY INFORMATION: 				MEDICAL INSURANCE INFORMATION:
Medication Allergies:
__________________________________________	Insurance Co Name:  __________________________
__________________________________________	Policy # _____________________________________
__________________________________________	Group #  ____________________________________        __________________________________________	Phone # _____________________________________		               
	IMMUNIZATIONS:	
Food & Other Allergies:				Date of last Tetanus: ___________________________
__________________________________________	Hepatitis   Yes   No     Flu Vaccine   Yes   No       
__________________________________________	Other Vaccines: _______________________________


List all health conditions requiring medication, treatment, special restriction or consideration while at camp:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________



I, ______________________________ certify that the above information is correct.  I give permission for the Director or Health Supervisor to seek medical evaluation and authorize emergency medical treatment if I am unable to give permission. 
Signed: ______________________________________   Date: ______________________
If Minor, Parent Signature:____________________________________________________
